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Table 14: 

* Specialty of cases where surgical assessor or anaesthetic assessor said post- operative care could have been improved during 2002 

Specialty 

n 

Number of operative  deaths in specialty 

% where post-op care  could have been improved 

General surgery 

61 

842 

7.2 

Orthopaedics 

41 

368 

11.1 

Vascular surgery 

17 

291 

5.8 

Urology 

4 

89 

4.5 

GI 

3 

50 

6.0 

Neurosurgery 

4 

82 

4.9 

Table 15: 

* Most common adverse events where surgical assessor or anaesthetic assessor  said post-operative care could have been improved during 2002 

Adverse event 

n 

Post-operative care unsatisfactory 

13

Delay to surgery ie earlier op desirable 

10

Delay in recognising complications 

8

Failure to use HDU Post-operatively 

8

HDU not used post-op, no HDU in hospital 

8

Poor documentation 

6

Pre-operative assessment inadequate 

6

HDU not used post-operatively, HDU full 

5

Delay to op caused by missed diagnosis 

4

Post-operative fluid balance unsatisfactory 

4
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